Introduction
Ulcerative colitis, Crohn's disease, and their intermediate forms collectively referred to as idiopathic chronic inflammatory bowel disease, show a spectrum of pathological changes. Essentially their pathological diagnosis is one of exclusion of the many causes of inflammation in the intestines. The ultimate diagnosis may require corroboration with clinical, microbiological, and radiological data. With the advent of fibreoptic endoscopy, pathologists are more often confronted with mucosal biopsy specimens of the gastrointestinal tract, and the success of newer surgical techniques has meant that pathologists are increasingly pressured to make unequivocal diagnoses of ulcerative colitis and Crohn's disease. For instance, many would now consider restorative proctocolectomy with ileal reservoir to be the operation of choice in ulcerative colitis when medication has failed to control the disease,' and yet Crohn's disease is an absolute contraindication for this operation.2 It is essential, therefore, that the correct diagnosis is made before surgery is contemplated.
The importance of macroscopic examination of surgical specimens to differentiate ulcerative colitis and Crohn's disease has been emphasised, but the pathologist more often has to make important diagnostic decisions, which will directly affect patient management, on biopsy specimens. Although both ulcerative colitis and Crohn's disease show characteristic histological features in their classic form, none of the morphological changes seen in either condition is entirely specific. Pathologists generally rely on a combination of morphological features to make the appropriate diagnosis. This is especially so in Crohn's disease in which pathological features vary greatly from case to case. The two most characteristic features, fissuring ulceration and granulomas, can be seen in many other conditions. Transmural inflammation is a little more specific but this feature is also seen in several other conditions. In about 10% of cases, particularly in acute fulminant colitis, it may be impossible to differentiate the conditions and the term "indeterminate colitis" is used.3 For the purposes of this review it is not intended to concentrate on the pathological differentiation of ulcerative colitis and Crohn's disease as this has been the subject of standard texts and reviews.' This review is primarily concerned with recently described conditions and newly recognised situations where the microscopic features may inappropriately suggest a diagnosis of chronic inflammatory bowel disease.
Iatrogenic inflammatory bowel disease Various therapeutic manoeuvres, both surgical and medical, may directly cause inflammatory pathology in the intestines. Certain surgical procedures can result in morphological changes which simulate chronic inflammatory bowel disease: these changes are largely independent of the original indication for surgery and represent a tissue response to an altered environment. Drugs can cause inflammation of the intestinal mucosa. In the small bowel enteric coated preparations and non-steroidal anti-inflammatory drugs are common causes of inflammation, while in the large intestine mucosal inflammatory changes are seen particularly with anti-neoplastic agents and after enemas and suppositories.
DIVERSION COLITIS AND THE DEFUNCTIONED RECTUM
When part of the colon or rectum is excluded from the faecal stream for any reason, the colorectal mucosa may become inflamed. The pathogenesis of this diversion colitis probably relates to the lack of essential short-chain fatty acids, particularly butyrates, normally produced by anaerobic bacteria, which maintain the healthy colonic mucosa.78 Such diversion colitis or proctitis occurs in the defunctioned large intestine in patients with functional disorders, diverticular disease, and colorectal cancer.910 Macroscopically, the condition is said to resemble ulcerative colitis." 12 Histologically, diversion colitis shows diffuse chronic inflammation of the lamina propria and crypt abscesses may be present: in general the lack of gross crypt architectural distortion and goblet cell depletion militates against a diagnosis of ulcerative colitis (fig 1) redundancy is a characteristic feature of the condition, and inflammation, with histological features ofmucosal prolapse, is sometimes seen in the sigmoid colon."'3 This syndrome was originally described as segmental colitis, although it has become clear that inflammatory pathology restricted to the segment affected by diverticular disease shows a wide spectrum of microscopic disease, from non-specific inflammatory changes through to florid active inflammatory change associated with crypt architectural distortion simulating ulcerative colitis ( fig  3) . 41 42 In a small proportion of cases it has been suggested that such segmental or crescentic colitis, the latter named for the characteristic involvement of the mucosal folds in the sigmoid, may precede the development of distal ulcerative colitis.4' This form of colitis, being predominantly an inflammation of the luminal mucosa, is quite distinct from diverticulitis, a condition in which stasis, infection, and inflammation occur primarily in the diverticula themselves. 43 The clinical and histological diagnosis of chronic inflammatory bowel disease restricted to the sigmoid colon can be very difficult when diverticular disease is present. While segmental or crescentic colitis, associated with diverticular disease, can produce histological changes that closely mimic ulcerative colitis, the three pathological hallmarks of Crohn's disease -granulomas, transmural inflammation, and fissuring ulceration-may all be seen as a result of diverticular disease of the sigmoid colon. 4' An association between Crohn's disease and diverticular disease has been postulated, but is probably no more common than would be expected by the natural prevalence of the conditions." 45 Ifall the pathological features of ulcerative colitis and Crohn's disease can be seen as a result of the inflammatory complications ofdiverticular disease, can one make a firm diagnosis of chronic inflammatory bowel disease in the sigmoid colon with diverticulosis? Caution is needed, and other areas of the intestines should be investigated and biopsied, particularly the rectum if ulcerative colitis is suspected. Radiological studies of the sigmoid colon may be helpful in establishing a double diagnosis.46 Isolated involvement of the sigmoid colon in Crohn's disease is relatively unusual and doubt should be cast on any such diagnosis in the presence of diverticular disease and the absence of any other stigmata of Crohn's disease.
Infective enterocolitis Infectious (acute, self-limiting) colitis in general has rather characteristic histological features which are unlikely to be confused with ulcerative colitis. The predominance of acute over chronic inflammatory cells, the lack of crypt architectural abnormalities, and the presence of oedema and neutrophils within the crypt epithelium rather than in the crypt lumen are all helpful features in favour of infective colitis.4748 Occasionally, ulcerative colitis-like changes may be seen in more chronic forms of infectious colitis, particularly chronic titis, together with the characteristic changes of lymphocytic colitis, enables the pathologist to distinguish the condition from chronic inflammatory bowel disease.67
Ischaemic enterocolitis and Beh9et's syndrome Acute forms of ischaemic enterocolitis present little differential diagnostic dilemma. Chronic strictures in ischaemic enterocolitis may suggest a diagnosis of Crohn's disease. Histologically, the reparative and chronic phases of ischaemia disclose microscopic fissures, crypt epithelial regeneration and distortion, and chronic inflammation, features suggestive of chronic inflammatory bowel disease. Helpful microscopic features for establishing a diagnosis of ischaemia are the presence of haemosiderin laden macrophages in the lamina propria, fibrosis ofthe lamina propria, a relative paucity ofchronic inflammatory cells and selective damage to the more superficial epithelium of the crypt.69 7 The multisystem disorder Behcet's syndrome may affect the intestines: colonic disease is sometimes a prominent feature of the syndrome.7' Ulceration is the most characteristic feature, either localised to the ileo-caecal region or more diffusely affecting the colon. 
